Introduction
Football is a popular outdoor activity often used as a social intervention in refugee camps to prevent cabin fever and promote healthy social and physical interactions. However, sportsmen are at risk of acquiring SSTI usually caused by S. aureus. Wet towels, close contact at a match, physiotherapeutic procedures and massages are risk factors. The aim of this study was to assess the proportion of MRSA among football players in the refugee camp at Veria, Greece, which serves about 5,000-7,000 migrants waiting for asylum procedures.
Methods
In this cross-sectional study, the standardized Patient Satisfaction Questionnaire PSQ III (long-form) was used (5) . The questionnaire itself was preceded by several questions regarding basic demographic data; questions about the reasons for changing Dentists during the past year; extra payment for healthcare; distance to the Dentist. The standardized questionnaire PSQ III consists of 50 statements focusing on the quality of the healthcare provided. Respondents were free to choose an answer on a scale from 1 to 5 -to what extent they agree with each statement: (1 strongly agree, 2 agree, 3 not sure, 4 disagree, 5 strongly disagree).
The statements in the standardized questionnaire are divided into seven subscales:
• General satisfaction (6 questions); technical quality (10 questions); • Interpersonal aspects (7 agree 5, agree 4 disagree 2, strongly disagree 1) to obtain a unified HCQ score: 1 = maximum dissatisfaction with the HCQ, 5 = maximum satisfaction with the HCQ. Particular groups of questions reflecting the degree of HCQ satisfaction were evaluated as mean scores for each subscale. The highest average value means the highest level of HCQ satisfaction.
The study sample was recruited from patients attending dental surgeries in the capital of Slovakia and in several small towns in western and eastern regions of Slovakia; questionnaires were collected from November 2014 to April 2015. In total, 433 completed questionnaires were collected; the response rate was 93%. Parents completed a questionnaire instead of underage respondents. The questionnaire was anonymous and a privacy policy was respected; participation in the study was voluntary.
The whole sample was divided into subgroups according to gender; age; education level; employment; change/no change of Dentist within the last year; extra payment for the Healthcare; the distance to the Dentist. The sample consisted of 433 respondents (53.6% of men, 46.4% of women) aged 15-75 years; mean age was 35.9±14.6 years. The majority of respondents were in the age group 30-49 years (41.6%). In terms of employment, most subjects were classified as employed workers (61.4%); students (22.4%); pensioners (7.8%). Subjects with a secondary education represented the largest group (64.3%), followed by subjects with a University (25.1%) and elementary education (9.7%).
Data was analyzed using the statistical program SPSS. Descriptive statistics (percentages, averages, standard deviations) were used. A two-sample T-test was used to compare the mean scores of HCQ satisfaction in subgroups according to gender; changing Dentist; the amount of extra payment for healthcare; distance to the Dentist. An ANO-VA test was used to compare the mean scores of HCQ satisfaction in subgroups according to age, occupation and education level. The statistically significant level was determined at P values <0.05.
Results
Mean scores in all subscales of HCQ satisfaction are presented in Table 1 . General HCQ satisfaction was identical (or nearly identical) in subgroups according to gender; changing Dentist; extra payment for healthcare. A higher, although not significant satisfaction level was noticed in the oldest patients; in those with the lowest education level; and in pensioners. Lowest general satisfaction was declared by unemployed patients (2.36±0.24) and patients who have to commute long distances to the Dentist (2.34±0.25). The only statistically significant difference was found between subgroups according to distance to the Dentist (P=0.013).
Men were significantly less satisfied with technical aspect of HCQ compared to women (2.55±0.25 and 2.62±0.26, respectively; P=0.008). Age, extra payment for healthcare, and distance to the Dentist had almost no impact to the assessment of technical aspect of HCQ. The most satisfied subgroups were patients with a secondary education level, students, and patients who had changed their Dentist (the differences in scoring in subgroups according to occupation and changing Dentist were significant (P=0.014 and P=0.005, respectively). The significant differences in the interpersonal aspect subscale were found in subgroups according to changing Dentist (P=0.000) and distance to the Dentist (P=0.030); more satisfied were patients who had changed their Dentist and those with longer distance to the Dentist. Gender, age, education level, occupation and extra payment had no significant impact on the HCQ assessment in this subscale.
In the subscale communication with the Dentist, the highest level of satisfaction was observed in the oldest age group (2.70±0.34); in patients with elementary education level (2.76±0.31); in pensioners (2.76±0.30); in Dentist changing patients (2.71±0.32). Significant differences in this subscale were found in subgroups according to education level (P=0.001) and changing Dentist (P=0.024).
We did not find any significant differences among subgroups in the subscale financial aspect of HCQ satisfaction. The highest level of dissatisfaction in this subscale was observed in the age group 30-49 years (2.77±0.26); in patients with University education (2.76±0.31); in pensioners (2.76±0.23); in patients with a higher extra payment for healthcare (2.71±0.32); and in those with long distances to the Dentist (2.74±0.23).
Women were significantly more satisfied with HCQ in the subscale time spent with the Dentist than men (2.89±0.62 and 2.74±0.66, respectively; P=0.015). The high significant difference was observed between patients subgroups according to distance to the Dentist: in this subscale, the most dissatisfied patients were those with a longer distance to the Dentist (2.28±0.57; P=0.000).
The high significant difference in the subscale access/availability/convenience was achieved in the variable Dentist changing: the highest level of satisfaction in this subscale was declared by patients who had changed their Dentist in the last year (2.91±0.29 vs.
2.71±0.25; P=0.000).
The overall HCQ satisfaction assessment suggested significant differences within subgroups according to gender (P=0.022); education level (P=0.029); changing Dentist (P=0.000). Higher levels of overall dissatisfaction were declared by men (2.67±0.20); the youngest age group (2.68±0.19); patients with university education (2.65±0.25); unemployed subjects (2.64±0.15); patients who had not changed their Dentist within the last year (2.67±0.20); those with long distances to the Dentist (2.61±0.20).
Discussion
General patient satisfaction is subjective, because patients do not take into account the appropriateness and results of therapy (6) . The mean general satisfaction in our study was lower than reported by Chander et al. (7) , Holikatti et al. (8) . This can be partly explained by the fact that the studies mentioned above dealt with different patient samples and used the short-form questionnaire PSQ-18 (only 3 general satisfaction questions); whereas in our study the longform questionnaire PSQ III (6 general satisfaction questions) was used.
An average score of patient satisfaction in the subscale technical quality is in our study nearly the same as in the study by Holikatti et al. (8) ; the highest level of satisfaction was declared by Dentist changing patients and patients who commute long distance to their Dentist. Technical quality is based upon objective criteria; satisfaction is subjective. Satisfaction reflects both the patient's subjective assessment of quality of care and expectations for it. al. (9) confirmed the appropriate technical quality of healthcare leading to greater patient satisfaction. However, many aspects of technical quality of healthcare should not be evaluated by patients. Dentists who provide a high level of technical quality might not be highly rated by patients (10) . Dentists in small towns and villages in Slovakia usually lack higher standard equipment such as panoramic X-ray devices, and this fact forces patients to commute long distances to a center with the required medical equipment.
The quality of communication between
Dentists and patients is a multidimensional concept that includes medical technology, psychosocial aspects and interaction (11) . Proper communication skills have often been neglected in medical education in the EU as well as in the USA (12) . An important feature of communication processes is the fact that they can convey messages through multiple layers of verbal and nonverbal communication, and may indirectly facilitate the analysis of healthcare (13) . Our study showed far lower rate in the subscale communication compared with Jagadeesan's study who reported the mean score in ophthalmological patients in this subscale 4.46 (14) . We found the highest mean scores in the subscale communication among pensioners as well as among patients with elementary education level (deemed to be of less frequent users of the Internet). Current knowledge about Internet users seems to be limited concerning the number and demographic profile of people acquainted with this medium (15) . Currently, when communicating with a Dentist, the Internet is the preferred medium. A direct link between Internet use and HCQ rates is confirmed by Esmaeilzadeh et al. (16) . Errors in communication between healthcare professionals and patients can lead to medical errors which have unintended consequences for a patient's condition (17) . The approach concentrated on communication between health-care professionals and patients is considered a valuable strategy in creating relationships with patients, and is considered a key aspect of HCQ improvement (18) .
Health cost must be included in economic calculations of all sectors and at all levels of governance. Some answers in this subscale could be skewed because the kind of medical examination was not taken into account. HCQ in this subscale was assessed as poor when compared with studies by Nordyk et al. (19) , Ziaei et al. (20) . However, patient mean age in Nordyk´s study was higher than in our study. In general, satisfaction appears to be higher in older patients(21). This fact was partly confirmed by our study, too.
Patient satisfaction found in the subscale time spent with Dentist was lower than in studies by Ziaei et al. (20) , Chander et al. (7) , Holikatti et al. (8) . However, in our sample patients declared the highest level of satisfaction right in this subscale. Dentist should not only be focused on finishing the treatment as fast as possible just to minimize the waiting time, but also should concentrate on explaining the treatment as well as the treatment options, to patient's satisfaction (22) .
Access to health services is a prerequisite for a high HCQ. Simultaneously, access to health-care services is considered as one of the cornerstones of the HCQ, and an important strategy for providing healthcare for all. Healthcare should be available without restrictions to every citizen near the place where he/she lives.
Conclusion
In conclusion, patient satisfaction is a complex issue with various influencing factors. Overall satisfaction with the dental service was observed to be varied across demographic groups: men; youngest patients; unemployed; patients with University education were least satisfied.
Our result suggests a series of recommendations:
• Create training programs for Dentists to can improve their communication skills.
• Promote the development of a team that will support the implementation of changes in the HCQ at the national level. This approach would be based on the knowledge of HCQ Theory and would strive to achieve positive changes in healthcare facilities as well.
• Introduce mentorship (i.e. the way employees are managed) as an additional tool for HCQ improvement.
